A review of the anaesthetic literature was followed by an account of the technique and agents employed. Ivther and oxygen delivered through a modified Boyle's apparatus were used in five cases. In the sixth case nitrous oxide-oxvgen with pethidine and fiaxedil were used, and thought to be better. Intubation with a
The main points of the address were illustrated by an account of the management of six cases. Of these only one survived, and she is now a normal healthy child almost a year old. The others lived for periods varying from one to twenty-eight days after operation, and the causes of death respectively were (I) haemorrhagic pneumonia, (2) anaesthetic and surgical shock, (3) prematurity and other serious congenital anomalies, (4) re-formation of the tracheo-oesophageal fistula, (5) surgical impossibility of anastomosing extensively atresic oesophagus. Dr. Griffin introduced his subject with a brief description of the conduct of anaesthesia in oesophagoscopy, and a short history of the treatment of oesophageal carcinoma. Pgures were included to show both immediate and long term survival following intrathoracic oesophago-gastrostomy. The points to be taken into account in the assessment of suitability for operation were enumerated.
It was recommended that preparation of the patient should be commenced not less than fourteen days pre-operatively, and should be directed mainly towards combating nalnutrition, correcting anaemia, and prophylaxis against post-operative chest complication.
A short account was given of the physiological principles involved in intrathoracic surgery.
In the conduct of anaesthesia for oesopliago-gastrostomy, the following points were stressed :?In choosing premedication and anaesthetic agents one should aim for immediate post-operative return of consciousness.
Blood replacement should be immediate, and adequate to cover blood loss. Adequate oxygenation and carbon dioxide elimination must be ensured. Alterations of intrapulmonary pressure should be controlled manometrically. Pulmonary inflation should be preceded by tracheo-bronchial aspiration. The collapsed lung should be fully inflated at intervals of fifteen to thirty minutes, and final inflation of the lung should be maintained until the wound has been closed and the dressings applied. During pulmonary inflation, the surgeon may aid the anaesthetist by gently massaging any small atelectatic portions. Prophylaxis and treatment of cardiac arrythmias was discussed. It was recommended that prostigmiue preceded by atropine should be administered routinely at the end of operation.
Post-operative treatment in relation to intrathoracic oesopliago-gastrostomy was discussed.
